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IN THE UNITED STATES DISTRICT CouRT 
FOR THE EASTERN DISTRICT OP NEW YORE 


LILLIAN GOLDBERG 
Plaintiff 
VS. 


CASPAR WEINBERGER, 
SECRETARY OF HEALTH, 
EDUCATION, AND WELFARE, 


Defendant 


I, H. Dale Cook, 
Bureau of Hearings 
Department of Heal 


Dates March 20, 1974 
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Civil Action No. 74¢ 157 


é 


OS ee, 


H. Dale Cook 


Lillian Kaufman Goldberg, Claimant 
Murray Kaufman, Wage Earner (Deceased) 


Account Number 065-011-5460 


COURT TRANSCRIPT INDEX PAGE NO. 


1~2 


3 
Correspondence 


Request for Review of Hearing Decision 9/4/73 
Hearing Decision 7/10/73 

Notice of Representative's Appointment 

Notice of Hearing 

Request for tesbing 12/6/72 

Transcript of Oral Hearing 5/8/73 

Exhibits 


Lilliam Goldberg 065-01-~5460 
(Cicimant) [an erie 


(Sociol Security Number) 


Murray Kaufman 
ener cred ais eG ont 
(Wage Earner) (Leave blank if same os above) 


EXHIBITS 


COURT 
— DESCRIPTION ad peo nd Poo pag 
1 Applxation for Widow's Insurance Benefits, filed 3/10/69 4 38-41 


Application for Social Security Account Number, dated - 42 
2/2/36 


Statement Regarding Disability by Widow, filea 3/10/89 2 43-44 


Photocopy of Wage Earner Murray Kaufman's Death Certi- 1 45 
ficate, dated 2/12/69 


Statement of Death by Funeral Director, dated 2/14/69, 1 46 
Date of Death, 2/12/69 


Disability Determination ang Transhittal, dated 5/21/69 2 47-48 
CLAIMANT UNDER DISABILITY SINCE 10/1/68, TO CONTINUING 


Request for Reconsideration edated 7/26/72, with attached 2 49-509 
Notice of Overpayment Jue to Remarriage, dated 1/14/72 


Copy of Reconsideration Determination, dated 11/7/72 2 51-52 


Copy of Notice of Reconsideration Determination, dated 1 53 
11/7/72 


Farnings Certification, Certified 3/24/69 a 
un 

Earnings Certification,/certified (061~34..9246) Ak 

Photocopy of Form W=2, Wage and Tax Statement for 1968 1 


Photocopy of Marriage Certificate, dated 1/15/36, with 2 
Jewish Certificate translated into English 


% Photocopy ao Claimant's Birth Certificate, dated 4 
10/17/56 — birhh dat, 7/15/12 


Report of Disability Interview by Flatbush DeOspdated 4 
3/10/69 


Report of Contact by New York State Bureau of Dis. Z 65 
ability Determinations, dated 4/23/69 


HA-540 a. HEARING FILE 


(9-72) 


Lillian Goldberg a 065~01~5460 
(Claimant) (Social Security Number) 
Murray Kaufman 

(Wage Earner) (Leave blank if same $ above) 


EXHIBITS §=(CONT'D) 


COURT i | 
1B 
eo . DESCRIPTION . c. TRANSCRIPT | 


*ASES PAGE NO. 
Se 
16 Report of Contact by State of New York Bureau of 4 


66 
Disability Determinations, dated 5/1/69 | 


17 Social Security Reporting Card, dated 5/16/72 


18 Consultative Rep ort by Harold Mandelbaum,M.D. ,dated 
3/5/69, with attached copy of Dre Oliva's Letter to 
Dr. Mandelbaum, dated 4/14/69 


Professional Qualifications, Harold Mandelbaum, M.D, 


Report by Kings Highway Hospital, Brooklyn, New York, 


dated 3/13/69 


Medical Report by Jules Cinder, M.eDo, dated 3/20/69 ~ 
first visit, 1965 . last visit, 3/17/ 69 


Professional Qualifications, Julius Cinder, M. D, 


RECEIVED DURING HEARING: 
: 


Without Fault Questionnaire and Refunag Questionnaire 
Signed by Claimant, dated 5/9/73 


HEARING FILE 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
SOCIAL SECURITY ADMINISTRATION 
P.O. BOX 2318, WASHINGTON, B.C. 20013 


BUREAU OF 
HEARINGS AND APPEALS 


205 (g) of the Seeial 
Fitle 42, United Statee Code). 
Of Raalth, idueation, 


DEPARTMENT OF HEALTH, EOUCATION, AND WELFARE 
SOCIAL SECURITY ADMINISTRATION 
P.O. BOX 2518, WASHINGTON, D.C. 20013 


Dear Mra. Goldberg: 


We have received the request for review fi 
claim for benefits. Because of the large num 


Pending befure the Appeals Council, there may 
is reached. 


led in connection with your 
ber of requests for review now 
be some delay before your case 


We regret any inconvenience that this delay may cause, and we will act on 
your request as soon as Possible. 


Sincereiy yours, 
ce: 
DO, Breoklyn New york 11226 
frwin A, 
Member, Appeals Council 


:. 


DEPARTMENT oF HEALTH, EDUCATION, ANO WELFARE 
SOCIAL SECURITY ADMINISTRATION 
BUREAU OF HEARINGS ANDO APPEALS 


REQUEST FoR REVIEW OF HEARING DECISION/ORDER 
Take PAN eriinal end all copioe to your local social security office 
CLAIM FOR 
[_]Entitiement to Disability Benefits 


[Stontinuance of Disability Benefits 


[] Other (Specify) 
Peeters 


[_]suppiemental Security Income 


AND SOCIAL SECURITY NUMBER 
-* in Supplemental Security Income Case) 


ene 


|) Cobtiqusnts of Supplemental 
Security Income 


I disagree with the action taken on the above Claim and request review of such action by the Appeals Council, 
of the Bureau of Hearings and Appeals. My reasons for disagreement are: 


ZF ALEUCVYE £ MT Fiver La Pheer s 


ATTORNEY 
[] Non.attorNey 


aso 


TELEPHONE NUMBER 
— 
Cloiment should not fill in below this line DE : eg FO vs 
TO BE CS PLETED BY SOCIAL SECURITY ADMINISTRATION 
Is this request filed timely? P71 Yes ‘| No 


: ** is checked: (1) attach claimant's explanation for delay; (2) attach ony pertinent letter, materiol or 
information in Social Security Cffice, : 


ACKNOWLEDGMENT OF REQUEST FOR REVIEW OF HEARING DECISION/ORDER 


a .. Request for Review of Hearing Decision/Order in this case was filed on v/ ? at 
The APPEALS COUNCIL will notify you of its action on your request. 


: a For the Social = Administration 
: : a. 


§ Appeals Council Appeals Council 
™ §6Bureau of Hearings and Appeals, SSA Bureau of Hearings and Appeals, SSA : A 
cust chad lu a, 
mam 6P.O. Box 2518 (Street“Address) [7 
* * IVs. 
m% ©6Washington, D.C. 20013 : ee - o 


\ 


Form HA-520 = 
(973) APPEALS COUNCIL 


DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 
SOciay Sacuarry ADMINISTRATION 
BUREAU oF HEARINGS AND APPEALS 


Liliian Goldberg 
1225 Ocean Parkwa 
Brooklyn, NY 11230 


NOTICE OF DECISION PLEASE READ CAREFULLY 
in ULL 


If you disagree, in whole or in Part, with the enclosed decision of the 


hearing examiner, you may 
request the Appeals Council to review it. However, your re 


quest for review must be filed within 60 
lbh ih acal 
days following the date shown below, 


Appeals Council. 


Unless you file a timely request for revie 


w by the Appeals Council, you may not obtain a court re- 


and 1869 (b) of the Social Securi ty Act. 


view of your case under sections 205 (g) 


This notice and enclosed copy of hearing 
examiner’s decision mailed to the Claimant on 


Ce: 


Name and Address of Representative: 


Mr. Richard A. Kaufman 
2456 Kerry Lane 


Bellmore, L.I., NY 11710 


Form HA-502.3 
(6-72) 


DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


SOCIAL SECURITY ADMINISTRATION 
BUREAU OF HEARINGS AND APPEALS 


HEARING DECISION 


In the case of Claim for 


Lillian Goldberg Widow's Insurance Benefits 
(Claimant) 


Murray Kaufman 
(Wage Earner)\(Leave blank if same as above) 


065-01-~5460 


(Social Security Number) 


der sections 
al Security Act, as amended, 
After due Mati i *+ New York, 
on May 8, 4973, i i i 


‘ed per- 
sonally and testi Her son Richard A. Kaufi.an repre- 
sented her at the hearing, ig 


stration, 
as Of May 
requested 
1972, was 
affirmed, 
LOT 2, 


APPLICABLE LAW AND ISSUES 
ee LSSUES 


rein are 
@ollows: 


"The widow (as defined in section 216(c))*** Of an 


individual who died a fully insured individual if such? 
widow*** 


(A) is not married 

(B) (4) was attained age 60*** i 

AC) C4) dae filed an application for widow's 
insurance benefits**x 


is not entitled to o1g age benefits , * e« shall 
be entitled to a widow's insurance benefit s**«n 


(4) if a widow, after attainine the age of 
such marriage shall for Purposes of Para- 


this subsection, be deemed not to have 
Occurred*** 


Section 202(e) (B) (3) States in 
widow who Marries an j 
under subsection (£) or (h) of 


The specific issues are 1) was an Overpayment created, 
2) was the Claimant “without fault" in the creation of 
this Overpayment, 3) may the Overpayment be waived, 


Section 404:510 
that a benefit 
amount to whi 


and the inte 
such individual 


"against equi 


SUMMARY OF THRE CLAIMANT! s TESTIMONY 
at TESTIMONY 


The claimant was represented at the hearing by her son, 
He stated that there was agreement as fdr as the facts 
There is no dispute that his mother was 
1912, and attained the age of 60 years 
There also was & the date 


prior to that date, 
haltin 


\ 


EVALUATION OF THE EVIDENCE 
nnn VY LDENCE 


There is no dispute concerning the date, the claimant 
¢ Namely July 15, 1972. There is no 
€ claimant married Mr. Goldberg on May 21, 
ee months before: she celebrated her 60th 
he urging of her £0n who was knowledgeable 
ble effects of this marriage upon her 
i at she contacted the 
ge might reduce her benefits bu 
them. In other words, her entitlemen 
“effected. The Claimant is not too clear as to che per. 
son that gave ter a 4 Ei but under all the 
circumstance 1 Seem unreasonable, 
Even thou ity © person, the 
e,to her 


CC_Oxr 
upon the benefits sh 
SES 


sce benefits that the claimant 
es To have an 
laimant most comply with the 
statutory requirements. The facts indicate that the 


Government , 
287 F 24 41, SSR 79 
19c, (¥.8.0.c,). 


The Sociaz Security Act is Clear. a widow who remarries 


before age 60, forfeits her rights to widow's insurance 
benefits, 


The widow received, cashed and spent Payments received 
after the date that h terminated, 


« Pursuant 
£he Administrative 
having po relied was 
hat under Regulation 
will be waived since 
at such adjustment will be “against 
nscience," 


di. lai i application £or a widow's 
insurance benefits rch 10, 1969, alleging disability 
from February, 1969, at age 53, 


2. The Claimant rematrdéd iin May, 1972, ana attained 
age 60 on July 15, 1972. 


By remarrying prior to the attainment of age 60, 
st her rj i L 


t lo i S benefits on 


Murray Kaufman, 


4. There was an Overpayment created in the sum of 


$265. 


5. The claimant was "without fault" in the crea- 
tion of such Overpayment, 
‘> 
6. The recovery of such Overpayment will be waived, 
Since it is "deemed" that Such adjustment will be "against 
equity and good conscience," 


DECISION 


Thomas A, Powell 
Administrative Law Judge 


DEPARTMENT OF 
HEAL TH, EDUCATION, AND WELFARE 
SOCIAL SECURITY ADMINISTRATION 


APPOINTMENT OF REPRESENTATIVE 


I appoint Richard A, Kaufman, 2456 Kerry Lane, Be « 117106 
(Prine or Type Name and Address of Representative) 


to act as my representative in connection with my claim under Titles JI or XVIII of the 
Social Security Act based on the social Security record of 


SOCIAL SECURITY NUMBER 
065-~01~5460 


NAME 


Lillian Goldberg 


Teas 


I authorize him to make or give any request or notice; present or elicit evidence; obtain 
information; and receive any notice in connection with my claim wholly in my stead. 


May 8, 4973 Stonature AHhrewe Rs) 


1225 Ocean Parkway 


Address Brooklyn, eYe 11230 
See, 


ACCEPTANCE OF APPOINTMENT 


arge or 
receive a fee for ther en authorized in accordance with the 
laws and regulations r- reverse side hereof. 


I am ae 
(union representative, relative, ete.) 


Date May 8, 1973 Stgnature 


Address ee, 
Bellmore, LeI.N.Y, 11710 
(See Important Information on Reverse) 


Form SSA-1696 (12.68) 
FILE Copy 


Administration Regutations No. 404.975), 


Form SSA-1560, Obtain Approval 
of a Fee For 8 Social Security 
Claimant,” the information 
Support of fee 

ed by the repre- 


Copy (first carbon) 
0 petition to the Claimant 
for whom the Services were rendered. 


Security Administration approval of 


Penses exclusiv 
intermediary, 


Where a representative has tendered ser. 
Vices in a claim be for 
Admin 


approval of that 
amount, a Claim which 
has been remanded by a court to the Admin- 
isttation for further administrative proceed. 
ings is Considered to he before the Admin- 
istration after the remand by the court, 


AUTHORIZATION OF FEE 

The social securit 
th Séntati ili i ir value 

i OnSistent with the pur- 
Poses of the socjal Security program, one of 
Which is to give a measure of Security to re. 
tired people, the disabled, and widows and 
Children. In ®pproving a requested fee, the 
Administration Considers the nature and type 
of services performed, the complexity of the 
case, the level.) skill and competence ro. 
quired in rendition of the Services, the 


© request- 
ed by the represen’+tive. When a fee is 
authorized, both the representative and the 
claimant are notified and allowed 30 days in 
which to Fequest-an administrative review 
in case of disagreement. 


PAYMENT OF FEES 


Basic liability for payment of a representa. 
tive’s i i 


y toward pay. 


ment of the fee. will be in an 


months in which the 
favorabl aS made on the 
Claim, or (3) in cases decidea below the 
Court level, any amount that may have been 
agreed upon hy the attorney and claimant as 
the fee for the attorney’s services, The law 
does not permit direct Payment to representa. 
lives except as indicated above: thus. if 
the representative is not an attorney at law 
(or there is an insulficient amount of accrued 
benefits to Over payment of an atte-ney's 
fee) the representative must look to the 
Claimant for payment after his fee has been 
authorized by the Administration. 


PENALTY FOR CHARGING 
UNAUTHORIZED FEE 


Any representative who charges or Collects 


‘@n UNauthorized fee for services performed 


in connection with a social security claim, 
including services before a court which has 
rendered a favorable determination. may he 
Subject to Prosecution under section 206 
of the Social Security Act which provides 
that such individual, upon conviction there- 
of, shall for each offense be Punished by a 
fine not exceeving $500 of by imprison- 
ment not exceeding 1 year, or both, 
CONFLICT OF INTERLST 
Sections 203, 205 and 207 of.Title XVII of 
the United States Code make it a criminal 
offense for certain officers, employees and 
former officers and employees of the United 
States to render certain services in matters 
affecting the Government or to aid or assist 


in the prose< n of claims against the 
United States. 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
SOCIAL SECURITY ADMINISTRATION 


BURKE Gu ok me SEIN. AnD apo, ALS 


4 NOTICE OF HEARING 


In the case of Claim For 


Widow's ( Insurance 


Lillian Goldberg Benefits Based on Disability 
(Claimant) BROS ii are aunt 


Murray Ka 065~01~5460 


<mreana 


Fe  RRNGIe Te nee OA elE 
(Wage Earner) (Social Security Number) 


TO: Mrs. Lillian Geldberg 
rkway 


Of, Spgtio ) of the Social Security Act, a hearing will be held 
and Appeals, on the 8th 


we Building, 


(Number and Street) (State) ‘ 


The general issue to be determined is whether you are entitled to widow’s (widower’s) insurance benefits based on dis- 
ability under section 202(e) (202(f)) of the Socia! Security Act, as amended. 


your impairment or impairments are 
is deemed to te sufficient to preclude an individual 
ed or can be expected to last for at least 12 months, 
or Can be expected to result in death; (6! when Your Gisability, if any, began. 


This hearing involves your application(s) filed on ___ March 10, 1969 
Remarks: (Date) 


IMPORTANT — Please sign the enclosed postal card notifying me whether you will be present at the above time and piace. 
The postal card should be returngd at once: no Postage 1s required. 


“Room I20r iy 

: / 175 Remsen street 

DATE | TECEPHONE NUmiER Brooklyn, New York 
April 25, 197 | 596 - 5890 


CC: REPRESENTATIVE (Mame and Addresil ae if 


MAIL AOORESS i 


DISTRICT OF FICE (Address) 


Flatbush D.0., 135 Ee 22nd St.,Bklyn,N.¥. 11226 


Enclosure LO ei ean eee 
READ THE OTHER SIDE OF 1HiS NOTICE FOR FURTHER INFORMATION REGARDING YOUR HEARING. 


FORM HA-507.2A 
(4-72) HEARING FILE 


IMPORTANT INFORMATION 15 
BENEFITS FoR DISABLED wipows AND WIDOWERS 


General Evidence of Disabiiity 
eet atthe 


The Social Securit The law piaces on YOu the burden of submitting evidence 
for disabled widoy i i i : our claim, You must sh i 

ers. These benefits 

Or surviving divorced wif necessary by @ppropria 

before age 60, and not | any of the following 

month of her husband's i 


his previous entitlement to widower's insurance benefits 
based on disability ended because he was no longer dis- 
abled. ? 


Conduct of Hearing 
———__ Tearing 


You will have an o 


At the hearing th, inquire fully 
into the matters at esent evidence 
either in the form o S or the testi- 
mony of witnesses, o riNg Your own 
Physicians or Other 

If 


x 


Atitlement to benefits 
ivorced wife, or wid- 
i ‘tated in the 


d, the difference wilt 


be paid direct © @Ppraved fee -is: more 
any postpone- than 25 : ifference is a matter 
- If an emer. 


; i , If your representative is NOt an attorney, none of your 
the Hearing Exam: ‘benefits will be withheld: ande Payment of the fee 


Also inform the ri i earliest date which is approved is a matter to be settled between 
after which he Cali Our Case for hearing, you and him, 


If you have any other-questions, your local Social security Office will be glad to help you. 


DEPARTMENT OF HEaLtTM, EDUCATION, AND WEF are 
SOCIAL SECURITY ADMINISTRATION 


OUREA OF HEaMi SN MISTRATION REQUEST FOR HEARING DEC 71972 


= r Take or mail Original and al] copies to your local Social Security office, 16 
CLAIMANT'S NAME CLAIM FOR 


() Entitlement to Disability Benefits (97) 
if same as above) ) Continuance of Disability Benefits (98) 


(1 Other 


(Specify type claim) 
IM 


I disagree with the determination made on the above claim and request a hearing before a hearing examiner of the 


Bureau of Hearings and Appeals. My reasons for disagreement are: 
inn Dp@als. My reasons f 


Check one of the following: 
C] I have additional evidence to submit. 
(Attach such evidence to this form or 
forward to the Social Security Office 
within 10 days.) 
ee RK Ihave no additional evidence to submit. 
Signed by: 


complete Form SSA-1696 


596) 
MANT'S REPRESENTATIVE CLAIMANT'S SIGNATURE > 7 


ADDRESS im  parean of eer ADDRESS (] 


Fa 
(eee Oe Of 
oe ats 
CITY. STATE. AND ZIP CITY, STATE, AND ZIP GODE 
ei Plas econ Bs Z. A L/- fo 
TELEPHONE NUMBERS ’ CATE: TELEPHONE NUMBER 
bee 


Ce of F7i— 
Claimant should not fill in below this line 


td 


at i A 
9 examiner will notify you of the time and place of the hearing af least 10 days prior to the date which 
will be set for the hearing. 


TO: For the Social Security Administration 
ee ge Examiner 7 


TO: } 
{ Hearing Examiner -Disability file in BDI : ls 4 a } j G ¢ # e 


TELETYPE BDI, BALTIMORE, MD. (Signature) (Title) 


([] Payment Center ia -li- 

{Location} (Streer Address) 

, 

C] eu 5 fey 

(Location) (City) (State) (ZIP Code) 
[1] orc (ersi) (1) cwas (appa) 

Interpreter Needed Servicing District Office Code__ ie 7. 
Form HA 501 


(6-69) HEARING EXAMINER 


DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


SOCIAL SECURITY ADMINISTRATION. 
BUREAU OF HEARINGS AND APPEALS 


TRANSCRIPT 


In the case of Ciaim for 


> 
LILLIAN GOLDBERG WIDOW'sS DISABILITY INSURANCE BENEFITS 
(Ctaimanz) Se teen tate eee 
MURRAY KAUFMAN 


065~01~5460 
(Wage Earner) (Leave blank if Su:N® 83 above.) (Sociai Security Number) 


Hearing Held 


at 
175 Remsen Street 
Brcdklyn, New York 11201 


on 


May 8, 1973 
(ee eae 


APPEARANCES: Lillian Goldb 


€xrg, Claimant 
Richard a, 


Kaufman, representative 


Thomas As Powell | ee __ Walter Lutzak 


f Hearing Assistan; 
Administrative Law Judge 


Form HA-509 
(3-71) 


INDEX OF TRANSCRIPT 
ee CRI PT 


In the case of: Account Number 


Lillian Goldberg ‘> 


Murray Kaufman 065-01~5460 


Testimony of: 


Lillian Goldberg . . commencing p. 6 


Richard Kaufman . , commencing p.10 


io 


(Th the hearing held 
before Th i ive Law Judge of the 
i i Securit 

and Welfare, 
New York, i 


Nn, deceased wage earner, 
065-01-5460. The Claimant, 
appeared in person and was represented by her 
Kaufman. ) 


(The hearing commenced at 10:12 a-m., on May 8, 42973,) 
OPENING STATEMENT BY ADMINISTRATIVE LAW JUDGE: 
ADMINISTRATIVE LAW JUDGE: Now, I understand Sir, that 
you are going to represent your mother in this Proceeding, 
MR. KAUFMAN: At this Stage, sir. 
. ADMINISTRATIVE LAW JUDGE: Alright, we are ready to 
Proceed with the hearing in the case of Mrs. Lillian Goldberg, 


nee Kaufman, a Claimant for Widow's Disability Insurance 


Benefits based on her husband's earnings record, Murray Kaufman, 


social security account number 065-01-5460, Mrs. Goldberg, 
I am Judge Thomas a. Powell, an Administrative Law Jucdse for 
the Bureau of Hearings and Appeals of the Social Security 
Administr: tion. I am not a representative of the Bureau 


irement and Survivors Benefits or the Bureau of 


Benefits, 


But still under the law 


I must advise you of your right to be represented by counsel 


according to your wishes. fs that right? 


MRS. GOLDBERG: Yes. 


ADMINISTRATIVE LAW JUDGE: I would like to have 


the Opportunity to explain this type of Proceeding to you. 


The purpose of this hearing 


Guct a hearing, 


which hearing was requested 


21 


Py you. I‘had no knowledge or connection with this Case at 


the time that 


reconsideration was made. I am not bound by the two previous 


denials of your claim. To the Contrary, I will make a new 


also in 
this type of hearing you may after the hearing is concluded 


Submit evidence that is relevant to the issues and based upon 


all of this testimony, whether you want any witnesses you'll 


have today, I'll make a decision in writing and a copy will 

be sent to you, and in this Case to the representative. 

Now, many times in the Proceeding and in my decision you Mrs, 
Goldberg will be referred to as the "Claimant", The hearing 
will be conducted by me asking you and any other witnesses 
questions and the answers will be made under oath, Questions 
Should be answered directly, truthfully, and accurately. 

When I have finished asking questions, you May or your representa- 


tive may introduce any additional evidence relative to the 


issues in this case, or you might want to testify to matters 
which might be relevant which I have not covered with my 
c-estioniny., yoy or your representative have the right to 
make any argument you desire and to suggest to the Administra- 
tive Law Judge any findings of fact and *onclusions of lay. 


The formal rules of evidence normally followed in trial of 


AS you can 


SO witnesses 


Should speak Slowly so that the record may be accurate, 


Now Mrs. Goldberg you ang your son have had an Opportunity to 


look over a list of exhibits which I Propose to make a part 

of the record of this Proceeding, They are numbered } through 
22. These exhibits are pertinent documents which I have 
Selected from your social Security file, They were shown to 
you by the hearing assistant before the hearing commenced. 
Now, do you agree for them to be admitted into evidence of 
this hearing. 


MR. KAUFMAN: Yes, 


ADMINTSTRA IVE Law 
exhibits, 
b to.23 respectively. 
any Part of thes Proceedings. 
and I will take it 
PeCOrd in this case 
my questioning of you and 
you, the claimant 
Insurance Benefits 
You allege you became Unabl.a 
awarded Widow's Disability Berne fy: 
continue till duly. 14, 1972 
MRSS (GOuUD BERG: Yes, 
ADMIN STRATIVE LAW JUDGE: 
record that in May of 1972 you 
that in that Same ve 
60. So that pvrs 
Act your Social 


terminated, because of o £BEE Chav iy MeIKied prior to 


+ Gidow marci 


| 
(BEST COPY AVALABLE 


24 


% 


after the age of 60 her benefits are reduced but Marriage is 


deemed not to have taken Place. So at this time I am going 


to ask you to Stand and raise your right hand. 

The Claimant, LILLIAN GOLDBERG, having been first been 
duly Sworn, testified as follows: 

EXAMINATION BY ADMINISTRATIVE LAW JUDGE: 

Q To begin with Since your application has there been 
any change in your Physical condition? 

A No, it's just that I go every three months for 
Checkups and he has a few other findings which have not 
disclosed to me but it is imperative that I keep going. 

0 2 eee. 

A The heart has become enlarged, thyroid is enlarged. 
That's as mich as I know. 

Q Now it appears that you have also been notified in 
this case that there has been an Overpayment of $265. Is that 
right? 

A Yes, that's Tight. 

Q So the issues that we have before us for determination 


today is whether OY not you are entitled to a continuance of 


Widow's Disability Benefits. 
A Yes, that's Fight ¢ 
Q That number 1 and number 2 is’ to whether or not) the 
overpayment may be waived. Are you getting any Social Security 
Benefits at the moment? 
A No. 
Q Now, what date did you Marry Mr. Goldberg? 
May) 21, O71, 1972, I'm sorry. 
Now you became age 61. 
A July 15th of the same year. 
Q And how did the overpayment arise? pid you keep 
getting checks? 
A I got two checks. 
Q Which you kept and cashed? 
A Yes, 
Q And they have together amounted to $265? 
A I'm not sure Of the exact amount. 
MR. KAUFMAN: Judge, may 1 Say something please? 


ADMINISTRATIVE LAW JUDGE: Certainly. 


MR. KAUFMAN: The checks were received and cashed solely 


because the actual termination itself wasn't received until 


mid July, 1972. My mother had no notice before then that 


they had made a termination of hex award, otherwise the 


checks would not have been Cashed, - 


ADMINISTRATIVE LAW JUDGE: Alright. Now at this 


I was lead to understand from Mr, 


Lutzak, that I would be able to tell my mother's story as 
Opposed to the questioning of her, May I do that or am I 
in the wrong? 

ADMINISTRATIVE LAW JUDGE: No, if you want to proceed 
in narrative fashion go right ahead, 

MR. KAUFMAN: Thank you. 

ADMINISTRATIVE Law JUDGE: But are you going to testify 


here? If you are acting as her Tepresentative you may bring 


out the testimony through her. 

MR. KAUFMAN: Okay. 

AMINISTRATIVE LAW JUDGE: By questioning, but if you 
are going to testify then ill have to Swear you in. 


MR. KAUFMAN: Okay. I don't mind if you Swear me in. 


2 


» 


9 


11 just as soon be sworn in Cause we may concurrently be 


giving information if thats at al] possible, 


ADMINISTRATIVE LAW JUDGE: Well, may I just ask Defore 


we get into that that what knowledge of the situation do you 
have that mother doesn't have? 

MR. KAUFMAN: It's basically the Same thing. I'm 
just trying to alleviate my mother's consternation at this 
point regarding this Proceeding really. She may Of course 
be able to bring out additional details, finer details that 
I might not know of, Basically, what it comes down to, we 
agree with all the facts up to date other than the one con 


cerning that the point where difficulty oce 


explicit with her to ask Social Security whether she would 


be entitled to the benefits or not. 
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that she would be able to continue benefits but that they would 


be at a reduced rate. 

(The representative Richard a. Kaufman, was duly sworn 
‘ins. and testifies as follows: ) 

EXAMINATION BY ADMINISTRATIVE LAW JUDGE: 

Q Who dia your mother consult? What local offices 
of Social Security? 

A I don't know the local office and she had no recollec- 
tion of names whatsoever, 

MRS. GOLDBERG: Flatbush Avenue. 

MR. KAUFMAN: Flatbush Avenue. 

ADMINISTRATIVE LAW JUDGE: SO 2b is apparent that 
the circumstances are today that somebody according to your 
testimony gave incorrect information. Now, because you know 
Mr. Kaufman due to your Occupation, and so forth, there is 
no estoppel as Such against the United States Of America, 

Now the only bearing that this would have on the Situation is 
whether or Not in Causing the Overpayment your mother was at 
fault. And Evid certainly take that into Consideration. Now 


that brings us one Step further. If an individual is found not 


to 
bigs 


is that the Overpayment would defeat the purpose of Title iT. 


bi 
So therefore, I have to ask certain questions and I don't 
aie 


Care which one of you answers, [I have to know what your income 
is? Per month? And what your basic expenses are? 

MRS, GOLDBERG: What my husband's Salary is now? 

ADMINISTRATIVE LAW JUDGE: Yes, 

MRS. GOLDBERG: Well he has a machine shop and this 
Part year he arew in no mre than $4,000 through the Completa 
year. 

ADMINISTRATIVE LAW JUDGE: Now where is that machine 
Shop located? 

MRS, GOLDBERG: on McDonald Avenue and Courtelyou Road. 

ADMINISTRATIVE LAW JUDGE: g6 he is Self-employed, 

MRS. GOLDBERG: Yes. 

ADMINISTRATIVE LAW JUDGE: And you don't have by chance 
the income tax records with you? 

MRS» .GOLDBERG: No. 


MR. KAUFMAN: That can be Corrected, 


ADMINISTRATIVE Law JUDGE: But in any event total 
income reported from the business and total income from any 
Source did not exceed $4,000 is that right? 
MRS. GOLDBERG: That's right. 
MRe KAUFMAN: That included dividends ana everything 
that he may have received from any source? was that correct? 
MRS. GOLDBERG: Maybe $4,500, It was not over that. 
It was between $4,000 ana $4,500. There was no money coming in. 


ADMINISTRATIVE LAW JUDGE: Alright, now against that 


what expenses do you require? 


MRS. GOLDBERG: Well, I'm at the doctors for a complete 
checkup, cardiogram an at least $75. to $100. for 
every visit. 

ADMINISTRATIVE Law JUDGE: And how often is that? 

MRS. GOLDBERG: For this past year it was twice, three 
times, twice to the hospital. 

ADMINISTPATIVE Law JUDGE: Is that compensated by any 
insurance policy of any kind? 

MRS. GOLDBERG: No. None whatsoever, 


ADMINISTRATIVE Law JUDGE: Now, what C2 you Pay rent? 


MRS. GOLDBERG: $172.00 
ADMINISTRATIVE LAW JUDGE: And weekly food? 
MRS. GOLDBERG: Approximately 50, 40-50, 


ADMINISTRATIVE LAW JUDGE: What other Gxpenses do you 


MR. KAUFMAN: Other than drugs, basically drugs. 
MRS. GOLDBERG: Basically drugs. 
ADMINISTRATIVE LAW JUDGE: Drugs, how much is that 


month? 


MRS. GOLDBERG: Pills are very cheap. What 
can I say? 

MR. KAUFMAN: Two, three, twenty, ten, 

ADMINISTRATIVE LAW JUDGE: What do you take? Digitalis? 

MRS. GOLDBERG: No, Isodol and Nitroglycerin, Isodol 
is 575.2 get two. It's approximately $15, $18, a month. 

ADMINISTRATIVE LAW JUDGE: Clothing, things of that 
Nature. What do you estimate? 

MRS. GOLDBERG: Well this year it has been Rili. 


ADMINISTRATIVE LAW JUDGE: Well entertainment, other 


miscellaneous items? 


MR. KAUFMAN: That is Probably included in food, I 


guess, 


ADMINISTRATIVE Law JUDGE: Alright. I'1) tell you 
I'll give you to take with you so that you may do it at 


ADMINISTRATIVE LAW JUDGE: Now is there anything -lse 


that you want to bring before me that I might, 


that's relevant 


married before age 60 she certainly would have waited at least 
six weeks. Attendant to that is the fact that well it may 
really have no bearing that even one of the Social workers 

o 
Suggested that my mother have the marriage apnulled to enable 
her to recollect the benefits and then remarry. It's just 
really an unfortunate thing that it even had to get to this 


Stage but there was really no need to rush into the marriage. 


Really just the human interest aspect of it and at this stage 


it may or may not have any meaning. But so be at. 
ADMINISTRATIVE LAW JUDGR: Well, of course I was 
cognizent of that reading the file-- 
MR. KAUFMAN: Do you’want me to show you where it is? 
ADMINISTRATIVE LAW JUDGE: But it doesn't lie within 
me to exercise any discretion, 
MR. KAUFMAN: [I understand, 
ADMINISTRATIVE LAW JUDGE: Because there is no-on these 
Provisions there is no flexability. 
MR.» KAUFMAN: I understand. 
ADMINISTRATIVE LAW JUDGE: It's like an insurance policy. 


It is an insurance policy. 


MR. KAUFMAN: I understand. 
ADMINISTRATIVE LAW JUDGE: Either you meet the provisions 
Or you do not, 


MR. KAUFMAN : Yes. 


MRS. GOLDBERG: Had I been Properly informed I would have 


ADMINISTRATIVE LAW JUDGE: Well, I saia the only bearing 
that will have on the case is Whether or not t may waive ¢he-- 
At this point waive the Overpayment. 

MR. KAUFMAN: Well I guess that's basically it. 

ADMINISTRATIVE LAW JUDGE: f Can't condone anybody who 
might have dispensed the wrong information, But on the other 
hand it doesn't change the Situation in regard to the applica- 
tion, 

MRS. GOLDBERG: Would that be fair and honest for me 
to get an annullment and then-~.. 

MR. KAUFMAN: LG's unimportant, at this Stage, 

ADMINISTRATIVE LAW JUDGE: So, now if there is anything 


We will give you a no fault questionnaire. Mr. Lutzak 


will give that to you together h a frankeq envelope you mail 
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it in and I will withhold the decision on that part, until I 


receive that and I appreciate that you send it back because 


whatever steps are going to be taken and so forth I think 


should be taken ratner quickly. 

MR. KAUFMAN: Yes, let me ask you one further thing, 
Judge. I recollect that you mentioned before the exhibits 
that we looked at were selected out of the file. Were there 
any other pertinent exhibits that were ei shown to me? 

ADMINISTRATIVE LAW JUDGE: No, as a matter of fact 
whatever the balance of the file is here which consists--~ 
you may see it if you want to--- put anything else to be an 
exhibit that the balance of the file. 

MR. KAUFMAN: It's just financial information. 

ADMINISTRATIVE Law JUDGE: It's for the most part 
financial information, interoffice communication. 

MR. KAUFMAN: Thank you. 

ADMINISTRATIVE LAW JUDGE: Is there anything else? 

MR. KAUFMAN: Just about the financials of my stepfather, 
if that's a necessary thing for us to furnish? 


ADMINISTRATIVE LAW JUDGE: Well, it is because under 


out regarding that fact. 
ADMINISTRATIVE LAW JUDGE: No, Already whatever you did 

on change of position is certainly very evident here, took 

a Major step in life, Mother Gid remarry SO in arriving at 


my decision I']] certainly consider that fact but this will 


at the moment that's a fact and that what the Section Says 
that if you remarry. Now if this merely results in a re- 
duction of benefits and it is deemed Congress thinks those 
things so thank heaven that the Parties had not married 


after the age Of. 60. You see the intent on this Widow's 


Disability law is in a sense a "Johnny come lately" 


Social Security Act and was put in there to take care of a 


hiatus period in which the ordinary wife would face the children 


* 


15. 


her as a wife and widow. 
MR: KAUFMAN: Okay. 
ADMINISTRATIVE LAW JUDGE: Altight. ' so now we have 
Mr. Kaufman If 
have Teopened the hearing at this point ang I have now sub- 
mitted to you and to your mother a no fault questionnaire and 
refund Statement, Now as I udnerstand you are to return it 


to me in the franked envelope Provided. po you agree at this 


MR. KAUFMAN: Yes 
ADMINISTRATIVE LAW JUDGE: Alright, thank you. 


(The hearing closed at 10:42 a.m. ) 
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